Eosinos.
Late erythroblasts 5 2-5 Normoblasts 11 7-5 Comment.-The use of pyridoxine in the treatment of agranulocytosis was first suggested by Cantor and Scott in 1944 following a.report of the occurrence of a leucocytosis in cases of anaemia treated with vitamin B6.
Previous to 1931 the treatment of this condition was by: elimination of the cause, if known, and repeated blood transfusions whose value is doubted. In 1931 pentnucleotide was introduced to stimulate the release of the myeloid cells. Jackson and Tighe (1939) reported a reduction of the mortality to 30% from its use; Fettes and Whitby (1935) had less success. Jackson showed that it had little effect where there is aplasia of the marrow. In 1938 some help was gained from the use of bone-marrow concentrates for agranulocytosis when pentnucleotide had failed, but this has not been fully confirmed. Fatal toxic reactions to thiouracil are not common, 1 % of 600 published cases. When agranulocytosis occurs, however, it is associated with marrow atrophy and is rapidly fatal in spite of transfusion and pentnucleotide. It is suggested that pyridoxine intravenously may restore the marrow function even at a late stage in the disease.
POSTSCRIPT (19.1 1.45).-The patient was given another course of pyridoxine, 50 mg. per day for four days, intravenously. This had no effect whatsoever on her total white or differential count. History.-Passed A 1 into the Army on September 12, 1940, having had no previous serious illness. He remained well until June 1941 when, during the first two weeks of being in Africa, he had attacks of nausea and diarrhoea with frequent fluid stools-no blood, no mucus. Without treatment he became symptom-free, remaining so (except for a mild attack of bronchopneumonia in January 1943) until October 1943 when a very bad attack of symptoms as in June 1941 occurred and he was admitted to hospital in Cairo. Amcebic dysentery was diagnosed. A full course of emetine treatment was given, during which a lump appeared in the right epigastric area. He was told it was an amoebic abscess. It was aspirated thirteen times. He remained in this hospital five months.
By February 1944 he appeared well again and was repatriated. Given convalescent leave, then in April discharged from hospital, category C 2, recommended for light duties for six months.
Apart from occasional vague epigastric discomfort at night, he remained symptom-free until April 1945 when, while on leave, he was suddenly seized by sharp, gnawing pain in right hypochondrium. He had been constipated for a few days previously. The pain was continuous with no relief, causing nausea and repeated vomiting. He was admitted to hospital and later transferred to the London Hospital.
May 3, 1945 on admission, he was pale, ill-looking and in pain, occasionally retching with small vomits of bile-stained fluid. Jaundiced sclerotics. Tongue was furred. Slight general wasting and dehydration. Temperature 100°; pulse 100; respiration 24.
Abnormal physical signs.-Respiratory system: Lower right ribs prominent. Movement-right greater than left in lower part. P.N. dull at right base. Breath sounds; occasional rhonchi at right base. Liver enlarged upwards.
Abdomen: Liver tender and enlarged 2 fingerbreadths. Smail "stab wound" scar in mid-epigastric region (site of abscess drainage). He was seen by Sir Philip Manson-Bahr who reported: "There is no doubt about the diagnosis in this case. There is a large liver abscess subdiaphragmatic in the posterior part of the right lobe of the liver. It ascends to the 7th rib on the scapular line.
"There is a marked pleuritic rub which indicates that the abscess is about to rupture into the pleura at the angle of the right scapula. I suggest that this is primarily an amoebic abscess which has recurred after two years and that the pus is now secondarily infected with some micro-organisnm.-? B. coli or B. endometritidis."
On his advice rib resection and exploration of the liver were carried out through a transpleural approach. A small amount of thick pus was encountered. Further exploration to isolate cavity was unsuccessful; assumed to be many small cavities.
Subsequent chest X-ray showed hydropneumothorax. Culture from aspirated fluid-profuse growth of Staphylococcus pyogenes, sensitive to penicillin.
A five-day course of penicillin (total 553,000 uinits) resulted in slight improvement. Jaundice was less. Pyrexia continued with occasional rigors.
Further swab showed growth of aerobic and anaerobic B. coli, sensitive to sulphathiazole. A combined course of sulphamezathine 30 grammes and penicillin 720,000 units was given followed by a twelve-day course of emetine bismuth iodide 1 grain t.d.s., then carbazone 0-25 img. b.d. for ten days.
Subsequent progress was satisfactory. He remained afebrile. Normal pulse. No rigors. Gained weight. No amcebae or cysts seen in three stool reports.
Drainage-wound healed well. X-ray of chest -showed complete re-expansion of lung; no pleural effusion. Flexion deformity of both little fingers in proximal interphalangeal joint; hyperextension of distal interphalangeal joints. Undue mobilitv of interphalangeal joint of thumbs; in
